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proportional regression analyses adjusting for age, sex, BMI, systolic BP, LDL and HDL 
cholesterol, hypertension, diabetes mellitus. smoking and serum creatinine revealed that 
LV hyperlrophy (RR=2.12, 95% Cl=1.05-4.28, p=O.O3) and restrictive filling (RtX4.44, 
95% Cl=1.34-14.7, p=O.O2) were independently associated with higher CV mortality, with 
trends toward higher CV mortality in those with midwall dysfunction (R&1.54, 95% 
Cl=O.78-3.04, p=NS). Conclusion: In middle-aged and elderly adults with RI. LV hyper- 
trophy and restrictive LV fllllng were independently associated with 3.fold increased CV 
mortality; midwall dysfunction was also associated with 2-fold increased CV mortality but 
not Independent of other cardiac risk factors. 
1088-85 The Prevalence of Clinical and Preclinical Diastolic 
Dysfunction in the Community 
Marqaret M. Redfield, Steven J. Jacobsen, John C. Burnett, Jr., Douglas W. Mahoney, 
Kent R. Bailey, Richard J. Rodeheffer. Mayo Clinic and Foundation, Rochester, MN 
Background: Treatment of pre-cllnical systolic ventricular dysfunction is proposed as a 
strategy to reduce heart failure (HF) Incidence. However, nearly 50% of patients with HF 
have diastolic dysfunction (DD) with normal ejection fraction (EF). Further, Doppler evi- 
dence of DD predicts future HF. We sought to determine the prevalence of clinical and 
pre-clinical DD in the community and in those at increased risk. 
Methods: 2042 randomly selected residents of Olmsted County, MN a44 years under- 
went Doppler Echocardiography and medical record review. DD was classified as mild 
(abnormal relaxation), moderate (pseudonormal) or severe (restrictive) based on com- 
prehensive Doppler examination. High risk subgroup was age >=65 years with hyperten- 
sion or coronary disease (n=396). 
Results: Overall, mild, moderate or severe DD were present in 20.8% (Cl 19.0.22.7), 
6.6% (Cl 5.5-7.8) and 0.7% (0.3-1.1) of the population respectively. A HF diagnosis was 
present in 2.2% (Cl 1.6-2.8) of the general population (EF normal in 44%). A HF diagno- 
sis was present in 0.1% of those with normal diastolic function and in 2.4% of those with 
mild, 5.1% of those with moderate and 46% of those with severe DD. Table shows prev- 
alence of pre-clinical DD (no HF diagnosis) in the general population and in the high risk 
group. 
Conclusions: DD is ccwnm~n in the community. The frequency of HF diagnosis increases 
with the severity of DD. Simple clinical risk factors identify those with a high prevalence of 
pre-clinical DD. 
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Prevalence ofPre-Clinical Diastohc Dysfunction 
I ” Mild DD (Cl) Moderate or Severe DD (Cl) 
Population - ALL 1991 20.6% (18.7-22.6) 6.8% (5.8-8.0) 
Population - Male 952 22.3% (19.5-25.3) 6.2% (4.7-8.1) 
Population - Female 1039 19.1% (16.7-21.8) 7.3% (5.7-9.1) 
High risk. ALL 396 47.6% (42.1-53.1) 16.5% (12.6-20.9) 
High risk - Male 196 48.7% (40.7-56.8) 14.6% (9.5-21 .O) 
High risk - Female 200 46.5% (38.8-54.3) 18.2% (12.7-24.9) 
1088-88 Does Myocardial Function Decline With Age? 
Craia S. Vinch, Gerard P. Aurigemma, Jeffrey C. Hill, Andrea M. Sweeney-Walsh 
Dennis A. Tighe. Theo E. Meyer, University of Massachusetts Medical School, 
Worcester, MA 
Background: In hypertensives. hypertrophic remodeling (increased relative wall thick- 
ness, RWr--ratio of wall thickness to LV cavity radius) preserves LV chamber function 
despite depressed myocardial function. Since increased RWT also accompanies aging in 
the absence of manifest heart disease, we wished to determine whether myocardial func- 
tion also decreased in healthy aging. Accordingly, we examined LV chamber (ejection 
fraction-EF) and myocardial function (midwall shortening-FSmw. a variable which inte- 
grates both chamber function and LV RWT) in healthy aging. Methods: 103 normal sub- 
jects (23 - 88 years), free of hypertension and heart disease by history, and exam, 
underwent echo/Doppler testing. End-systolic wall stress (ESS)was calculated using cuff 
blood pressures-SBP,DBP). Results: Normal aging was associated with small but signif- 
icant increases in SBP, DBP, wall thickness, and RWT (0.32r0.04 vs 0.46+0.10, peO.05) 
while ESS declined; LVEF did not differ by decile. FSmw declined with increasing age 
(see graph). Summary: Age-associated increases in RWT are associated with (1) pre- 
served LV chamber function as measured by LVEF, and (2)lower afterload (ESS). (3) 
Significant reduction in FSmw in the face of declining ESS indicates that myocardial func- 
tion also declines with age. Conclusions: Optimal myocardlal function analyses an older 
pts should utilize FSmw, which accounts for alterations age-associated LV RWT 
changes. 
1088-87 Skeletal Muscle Remodeling and Exercise Intolerance in 
Elderly Patients With Diastolic Heart Failure 
Erik J. Koubs., Gregory Hundley, Peter Brubaker, Barbara Nicklas, Dalane W. Kitzman, 
Wake Forest University School of Medicine, Winston Salem, NC 
Background: Previous studies have described alterations in skeletal muscle and their 
relationship with exercise intolerance in systolic heart failure (HF). Diastolic heart failure 
(DHF) predominates among the elderly and, similar to patients with systolic HF, they 
have severe exercise intolerance. However, there is little information regarding abnor- 
malities in skeletal muscle in these patients. Methods: We examined 30 elderly (70+7 
years) subjects. There were 15 (11 women, 4 men) patients with isolated DHF (EFZ,O% 
and no ischemic, valvular or pulmonary disease) and 15 age and gender matched 
healthy normal controls (NL). DHF patients were ambulatory, stable, non-cachectic and 
NYHA class II- Ill. Subjects underwent Tl weighted MRI for measurement of cross sec- 
tional area of skeletal muscle (SM). interstitial fat within the muscle compartment (IMF), 
subcutaneous fat (SCF), and bone. Peak oxygen consumption (V02) was measured by 
expired gas analysis during upright maximal bicycle exercise. Results: DHF patients had 
severe exercise intolerance, with a 30% reduction in peak V02 compared to NL. Thigh 
SM area was not significantly different in DHF compared to NL. However, IMF was 
Increased by 35% in DHF compared to NL (pcO.O05), despite similar SCF. IMF as a pro- 
portion of the thigh muscle compartment was also increased in DHF (26% versus 20%, 
pcO.006). In DHF patients, peak V02 was related to SM (r = 0.64, p=O.Ol) and tended to 
be inversely related to the ratio of IMWSM (r = -0.39, p=O.l5). Conclusion: In elderly 
patients with DHF there is remodeling of skeletal muscle with increased IMF. This may 
contribute to their exercise Intolerance. 
1088-88 Diabetics With No Coronary Artery Disease Have a 
Hiaher Incidence of New Coronarv Events Than 
N&diabetics With Prior Myocardial Infarction 
Wilberl S. Aronow, Chul Ahn, New York Medical College, Valhalla, NY 
Background: Diabetics have a high incidence of new coronary events (CE). 
Methods: We investigated the incidence of new CE in 163 diabetics with prior myocardial 
infarction (MI). 226 nondiabetics wtth prior MI. 111 diabetics with no coronary artery dis- 
ease (CAD), and in 160 nondiabetics with no CAD. The patients included 264 men and 
396 women, mean age SO+9 years, with symptomatic peripheral arterial disease and 
hypercholesterolemia treated with and without statins. New CE included MI or coronary 
death. Follow-up was 39223 months (range l-129 months). Chi-square tests were used 
to analyze data. 
Results: In patients treated with statins, new CE developed in 62 of 05 diabetics (73%) 
with prior Ml versus 37 of 100 nondiabetics (37%) with prior Ml (pcO.OOOi), in 34 of 60 
diabetics (57%) with no CAD versus 20 of 73 nondiabebcs (27 %) with no CAD 
(p=O.O006), and I” 34 of 60 diabetics (57%) with no CAD versus 37 of 100 diabetics 
(37%) with prior MI (p=O.O15). In patients not treated with statins, new CE developed in 
71 of 78 diabetics (91%) with prior Ml versus 91 of 126 nondiabetics (72 %) with prior Ml 
(p=O.OOl). in 44 of 51 diabetics (88%) with no CAD versus 45 of 87 nondiabetlcs (52%) 
with no CAD (p<O.OOOi), and !n 44 of 51 dtabetics (86%) with no CAD versus 91 of 126 
nondiabetics (72%) with prior Ml (p=O.O47). 
Conclusion: Diabetics with no CAD have a higher incidence of new CE than nondiabetics 
with prior Ml 
